The superior mesenteric artery syndrome following ileal pouch-anal anastomosis after total proctocolectomy is extremely exceptional; a few cases are reported in literature. We report a new case of duodenal compression syndrome by the superior mesenteric artery following a total proctocolectomy and ileal pouch-anal anastomosis for familial adenomatous polyposis. The diagnosis was made four days postoperatory by a persistent vomiting and documented by superior digestive tract occlusion showed on computed tomography scan. We attempted a medical treatment that was efficient. The early outcome was good.
Case Report
A 23 year old patient was diagnosed with familial adenomatous polyposis and was submitted to total proctocolectomy with manual ileal pouch-anal anastomosis by laparotomy. The ileal pouch-anal was performed covered by a protective loop ileostomy. The ileal reservoir down easily to the anal margin without any technical artifice for mesenteric elongation. The tension on the superior mesenteric artery was not considered excessive intraoperatively. On the third postoperative day the patient developed persistent vomiting and epigastric pain and had no passage of gas or liquid through the ileostomy. Perineal examination did not found any sign in favor of pelvic abscess nor pouchitis.
A CT of the abdomen revealed large gastric and first duodenal part distension with stasis shown in Figure 1 , in contrast with the third part of the duodenum that describes a conical narrowing as it approached the level of the aortomesenteric constriction.
These findings supported the clinical diagnosis of superior mesenteric artery syndrome; there was no sign of ischemia in the ileal pouch. He was treated with nasogastric decompression. Drainage diminished slowly and his diet was slowly advanced. He was discharged 15 days following surgery. The early outcome was good.
Comment
The superior mesenteric artery syndrome is caused by compression of the third part of the duodenum in the angle between the aorta and the superior mesenteric artery [1, 2] , Frequently, predisposing medical conditions associated with catabolic states or rapid weight loss result in a decrease of the aortomesenteric angle and subsequent duodenal obstruction [1] . External compression, anatomic variants and surgical alteration of the anatomy following spine surgery or digestive surgery especially, ileoanal pouch anastomosis can also precipitate the syndrome [1, [3] [4] [5] [6] . The occurrence of prolonged postoperative ileus or small bowel obstruction after total proctocolectomy with ileo analpouch anastomosis, as seen in this case, has been reported in 6-25% of patients [7, 8] , but the involvement of the superior mesenteric artery syndrome was not clearly established. Following an ileo anal-pouch anastomosis, the first case is reported by Ballantyne [3] on 1987, and then, only height cases were published to date [2] [3] [4] [9] [10] [11] . The diagnosis is made by the association of vomiting, epigastric pain, and distention, with drainage of abundant gastric and bilious secretions [1, 3, 9] .
Radiological contrast examination and or computed tomography scan are considered to be appropriate for the diagnosis [2, 3] . CT demonstrate the location of the obstruction that occurs between the aorta and the superior mesenteric artery as observed in the present case (Figures 1 and 2) , and it also contributes to wards the diagnosis of other postoperative intestinal obstruction.
The initial treatment of this syndrome is medical. The conservative treatment consists on gastroduodenal decompression via a nasogastric tube, placing the patient in the prone or right lateral decubitus position [2, 9] , and parenteral nutrition. In this case, the conservative treatment allowed the gastroduodenal decompression. In four cases reported, surgery was required [9] . The liberation of the duodenum from its retroperitoneal attachments, including the duodenojejunal flexure, as it was described by Strong [12] in 1958 could be more safely performed than division and reanastomosis of the duodenum [2] .
In order to prevent this complication, a free tension anastomosis must be performed, during laparotomy, the top of the ileal pouch should ideally extend beyond the lower edge of the pubis by 2 to 3 cm, and if necessary, the use of mesenteric elongation methods is recommended [13] .
